All these cases were registered in order to provide a general picture of the incidence of enteritis admissions. Those infants whose homes were in the survey area were the subject of domiciliary inquiry by health visitors for the appropriate districts. A whole-time health visitor was seconded for special duties in connection with the cases admitted to the enteritis unit at St. Ann's Hospital. A uniform questionnaire suitable for statistical treatment was designed, and the health visitors sought information on feeding and food preparation, size of family, occupation of principal wage-earner, housing and sanitation, previous medical history of the family, and possible sources of contact with infection.
When the domiciliary inquiries had been completed, the hospital was asked for an assessment of the severity of the illness, indications of parenteral infection on admission, information on bacteriological findings, and, when applicable, results of post-mortem examination.
FiNDINGS
INCIDENCE.- Table I shows the trend of admissions during the year in the two selected divisions and in the County of London as a whole. Heavy concentrations of cases in infants admitted from families living in communal accommodation (rest centres, etc.) or from residential nurseries were observed. There was no evidence of any pronounced seasonal fluctuation. The falling off in reported cases in 1950 was part of a general decline in incidence of enteritis.
SAMPLE.-The 360 cases reviewed included seventeen which were re-admitted to hospital after an initial period of treatment and which were only counted once each in respect of their total periods of treatment. Their inclusion depended to some extent on the reporting zeal of the hospitals, and 220 came from the enteritis unit of St. Ann's Hospital; but in so far as all reported patients resident in the specified (Table II) .-As might be expected, very few (only 22, 6 -1 per cent. i.e.) of the infants were completely breast-fed, the majority being bottle-fed or on mixed feeding. Of the 22 breast-fed infants, thirteen had higher than average risks of exposure to infection (three came from rest centres, three had been hospital in-patients and one had been an out-patient in the 14 days preceding onset, two came from residential nurseries, one from a day nursery, and three were attending infant welfare centres); of these thirteen, eight had had a known contact with diarrhoea and vomiting within 14 days of onset. Of the remaining nine, four were known to have been in recent contact with enteritis. The breast-fed babies were not from especially poor families; of the fourteen for whom details were available, two were from Social Class II (as defined by the RegistrarGeneral), eight from Class III, two from Class IV, and two from Class V (see also Table IV ).
In the general population from which the sample was drawn, 76 per cent. of babies were breast-fed at 14 days and 31 per cent. were wholly breast-fed over the first 6 months of their lives (Douglas, 1950) .
Incidence of enteritis as defined was, therefore? very much less in breast-fed than in bottle-fed infants, and so large a difference can hardly be accounted for by differential association with adverse socio-economic conditions, even though this factor is possibly related to the incidence of breast-feeding; nor is it wholly explained by the fact that many of the bottle-fed babies are nourished in that manner because they are prematurely born and are of low birth-weight. Even among the babies of normal birth-weight the breast-fed babies largely escaped disease of the character studied. The importance of breast-feeding emerges before that of any other preventive factor. SEVERITY OF ILLNESS.-On discharge the cases were classified by the hospital physicians as follows (Table III) :
About half the cases were mild or entirely without signs of diarrhoea during stay in hospital. Only onefifth of all cases admitted to hospital were so severely ill with diarrhoea and vomiting as to require parenteral therapy. There were fifteen deaths, 4-6 per cent. of those with diarrhoea. (1) Difficult social conditions are taken into consideration in allocating hospital beds, and it may be that, even if the incidence of enteritis were equal in all sizes of household, cases in the larger households would be more frequently taken into hospital care because of difficulties in home nursing. (2) Larger families are known to be associated with risk of infection is larger. The larger the household lower social status. The association betwe'en size of the more likely is infection to be imported into the family and incidence of enteritis may, therefore, arise household, and the more likely is it to be transmitted from both these factors being correlated simultaneously from case to case. It has been found (Stein, 1952 ) that with poor socio-economic conditions. Equally, the tuberculosis mortality is more closely associated with reverse could apply: the real association might be the number of persons per dwelling than with the that between enteritis incidence and size of family, extent to which those persons are crowded together. and the apparent connexion between social class and enteritis might arise spuriously from the larger families HOSN CoDTNs Th tyead eniy f in lower social classes. This triangular effect is difficult housingarChow'DnOins.Thbe typ and dhenfgrsit ofe to disentangle without a specially-designed factorial hosn arsow inTbeVadtefgusae experiment, compared with those of a recent survey in the study (3) There is a prima facie hypothesis that infection area (Gore and Hartston, 1953) and with certain will be more frequent where the number exposed to census figures. Table XII shows that the medical histories of the families, as distinct from the children of the study, were also poor, one-sixth having a poor health record. The incidence of histories of tuberculosis (9 per cent.) was not significantly higher than the normal figure (8 per cent.) for the area (Gore and Hartston, 1953) , but considerable numbers of severe infectious and non-infectious diseases were encountered. We have already discussed the lower than average social conditions of these families; even the very limited information of the medical histories of these children and their families serves to illustrate the simple tenet of social medicine that families with socio-economic disadvantages may be an easier prey to infection and disease. Further, in a quarter of all cases admitted to the enteritis unit at St. Ann's from their own homes, there had been some recent domestic upset, which meant either that the infant had been looked after by someone other than his mother or that he had been exposed to a greater risk of infection. In most instances the upset was due to illness of the mother, illegitimacy, separation of parents, imprisonment of father, or holidays. In some instances illness or feeding problem in the infant had led to his admission to hospital or nursery. These upsets were marked in the group not showing signs of parenteral infection and these cases constituted a large proportion of the group having a definite history of contact with cases of diarrhoea or with an institution or other infant community. Illegitimacy appeared to be a problem in so far as breast-feeding in these cases had usually been abandoned from financial necessity, and hazards of exposure to infection thereby increased. This underlines the difficulty of trying to isolate specific aetiological factors in enteritis from the complex environment of such families. Table XIII (overleaf) shows the mode of onset of the diarrhoea for which the children were admitted to hospital.
In two-thirds of the cases the onset of diarrhoea was abrupt, even in those in which there was no diarrhoea after admission to hospital, in one-quarter the onset was insidious, and in one-seventh the diarrhoea had been recurrent. In most, but not all, the diarrhoea itself was the first symptom. In about one-third there were signs of parenteral infection at the time of onset of diarrhoea and vomiting. This survey was restricted to infants admitted to hospital for diarrhoea and vomiting and thus to a selected group of the total cases of enteritis occurring in the area of study. They were selected on the grounds of severity and socio-economic factors also influenced admission to hospital. Nevertheless, the pattern, as it has emerged, is one of infection spreading among families of lower than average social conditions with poor medical records. The facility of transmission of infection was enhanced by a number of inter-related conditions. The large families, and in many cases the communal accommodation, associated with their lower social level, presented larger numbers at risk and a greater degree of herding; many were forced to share water closets and washing-up facilities. Many of the babies were underweight at birth, and, whether associated with this condition or not, most were bottle-fed. The standard of cleanliness in bottlefeeding was low though no worse than in a sample of healthy infants. There were few specific feeding disorders. Some two-thirds of the cases were considered to be due to alimentary infections, and in these there was a high degree of known contact with other cases of diarrhoea; one-third of the cases could be regarded as influenced by parenteral factors, and had signs or symptoms of parenteral infection at the time of onset of the diarrhoea.
The facts presented suggest that a reduction in the incidence of enteritis might be expected from:
(a) Improvement in housing, directed particularly towards avoiding the sharing of sanitary and kitchen accommodation.
(b) A study of the conditions influencing the rate of breast-feeding, with a view of increasing maintenance of breast-feeding.
(c) Better education on the hygiene of preparation of bottle feeds.
(d) Treatment as a priority class by health visitors of families with poor health records.
